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A recertificatic 1 survey was conducted from 10 (Z>
August 18, 208, through August 21, 2008. The GOVERNMENT OF THE DISTRICT OF COLUMBIA
survey was in iated using the full survey process. - DEPARTMENT OF HEALTH
A random sar ple of three clients was selected HEALTH REGULATION ADMINISTRATION
from a reside! iz population of four women and 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
two men with nental retardation and other WASHINGTON, D.C. 20002
disabiliies. T ie findings of the survey were .
based on obs rvations, interviews at the facility y
and at three ¢ 2y programs, and & review of
records, inclu ling unusual incident reports.
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS
. i . The QMRP will énsurc that informed cons;:! it 18
?t:e fafc:lhtythm Ifsai..t:%lpsure ﬂ;e ?gr:;seo:ci‘";! |er;ts. obtained from the client and/or decision mal :er for
erefare the fasility must infor ient, IU/J«I/«

psychotropic medications and behavior supj ort

parent (if the lient is a minar), or legal guardian, plans.

of the client's medical condition, developmental ‘
and behaviol 3l status, attendant risks of
treatment, an | ¢f the right to refuse treatrment.

This STAND, RD is not met as evidenced by:
Based an ob: arvation, interview and record
review, the fz ;ifty failed to ensure the rights of
each client a d/or their legal guardian to be
informed of tl & client's medical condition,
development Il and behavioral status, attendant
risks of treatr 1ent, and the right to refuse
treatment, fo one of the three clients (Client #2)
included in tr 2 sample.

The finding it cludes:

The fadility fz led to provide evidence that
informed cor sent was obtained from Client #2
and/or her le 1al guardian for her psychotropic
medications nd Behavior Support Plan (BSP),
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Any deficiency statement end 19 with an asterisk (*) denctes a deficiency which the institution may be excused from cor{ecllng providinj it is determined that

othar safeguards provide suffi ient protection ta the patients. (See instructions.) Except for nursing homes, the findings stated above a e disclosable 90 days

following the date of survay w ether ar not a plan of correction is pravided. For nursing homes, the above findings and plans of correct on are disclosable 14

days following the date these ocuments are made available to the facility. If deficiencies are cited, an approvad plan of carrection is n quisite fo confinued
program participation. ’
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Observation « f the evening medication .
administrafior on August 19, 2008 at 5:09 PM
revealed Clie 1t 2 received medication including
Benztropine - mig. Interview with the medication
nurse during he: medication administration
revealed the forementioned medications were
used to addr s5 the client's behaviors.

Interview witf tre Qualified Mental Retardation
Professional QMRP) on August 19, 2008, at
11:36 AM ran 2aled that Client #2 did not have the
capacity to gi re informed consent for the use of
medications . nd habilitation services. The
QMRP's stat mant was verified on August 21,
2008, at 10:1 : AM through review of Client #2's
psychologica assessment dated August 8, 2008,
According to he: assessment, Client #2 "is not
able to make Independent decisions concerning
her treatmen plan; financial affairs, living
arrangement , cr day placement. She lacks the
cognitive anc academic skills necessary to
understand t e implications of such decision, and
therefore car 1ct give her informed consent in
regards to th se matters. She likewise cannot
execute a du alile of power of attorney.”

Review of Cl :nt #2's medical record on August
20, 2008 at ¢ 48 PM revealed a written
physician's o der dated July 2008, that
documented he client was also prescribed Abilify
10 mg each : 1orning. interview with the QMRP
during the er rznce conference on August 19,
2008, reveal: d Client #2 did not have a guardian,
but a hearing ¢ obtain a legal guardian was
pending.

The QMRP t wealed that the facility had
attempted to sontact the client's family, but were
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unsuccessful Flecord verification on August 21,
2008, at 10:1 | AM revealed a generalized letier
sent to Client ¥2's family dated October 5, 2007.
Further revie 1 ¢f the letter revealed that the
client's family was being notified that the "resident
must have or file signed consent forms which
must be upd: ted annually or whenever there is a
change in me dication or dosage.” Additionally,
continued rex ew of the letter revealed a consent
form attachex to the letter identifying the
prescribed ps /chotropic medication (Abilify 10 mg
once daily) al d a copy of client #2's BSP. At the
time of the s\ vay, the facility failed to provide
evidence tha: informed consent was obtained
from the clier : end/or legally authorized
representativ : for the psychotropic medications

and her BSP .
W 126 | 483.420(a)(4 PROTECTION OF CLIENTS W126|
RIGHTS The QMRP will assess the clients’ abiify to
manage their own finances and will cnsur : thar
The facility i isk ensure the rights of all clients. appropriate training programs to imprave heir skill
Therefore, th : facility must allow individual clients levels are developed and implemented, /cf}.( /af

to manage t air financial affairs and teach them
to do so to th : extent of their capabilties.

This STAND. \RD is not met as evidenced by:
Based on int. rview and record review, the facility
failed to enst e clients were being taught to
‘manage theil finances to the best of their abilities,
for one of the three clients (Client #3 ) included in
the sample. ’

The findings nciude:

Interview witl the Qualified Mental Retardation
Proféssional QMRP) on August 18, 2008, at
11:36 AM ren 2zled that Client #3 was not capable
of managing 1is finances. Further interview with
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the QMRP on August 21, 2008 at 1:59 PM
revealed the f: ciity was responsible for managing
the client's fin: nues in collaboration with the
Department o Disability Services (DDS). The
QMRP additic 1ally revealed the client recsived
Supplemental Security Income (S8I) in the
amount of $1( 0.00 monthly. Review of the
client's bank ¢ alements on August 21, 2008 at
4:05 PM verif :d the monthly SSL.

On August 21 2008, at4.05 PM the client's
money mana ement skills agsessment was
reviewed and revealed the following skill needs:

- Dependent: n identifying the type and number
of coins need :d to make a purchase from a
vending macl ina.

- Dependent n budgeting available money.

Additional int rview with the QMRP and further
review of the assessment revealed that although
the client wa: capable of carrying cash ($1.00),
there was no zvidence that the client had been
assessed to - elermine his understanding of the
complete val e of the money ($1.00). There was
no evidence liznt #3 was assessed o determine
his understal ding of coin denominations and/or
combinations . Furthermore, at the time of the
survey, the f: cility failed to provide evidence that
Client #3 wa bzing provided with money
managemen training to increase his skills in tha
domain. :
483,420(a)(7 : FROTECTION OF CLIENTS
RIGHTS :

The facility n ust ensure the rights of all clients.
‘Therefore, t 3 facility must ensure privacy during
freatment ar 1 ¢are of personal needs.

W 126

W 130

"The QMRP will retrain staff on clients” rig ht o
privacy.

;d"li/ of
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This STANDA D is not met as evidenced by:

Based on obs :nation and interview, the facility
failed to ensul @ vach client's right to privacy, for
one of the thr: & clients (Client #1) included in the |
sample.

The finding in ludes:

Observation ¢ 1 August 19, 2008, at 4:08 PM
revealed the ¢ ireict care staff escorting Client #1
to the facilify’s bathroom. The staff was observed
to assist the ¢ ient to sit'on the toilet with the
bathroom doc - cpened, The staff stood in the
daprway of th : biathroom with the door opened,
while Client# saton the toilet The facllity failed
to ensure Cli¢ nt #1 was provided privacy.
483.420(a)(1: ) PROTECTION OF CLIENTS
RIGHTS

The facility m 1s: ensure the rights of all clients.
Therefore, th : facility must ensure that clients
have the righ tc retain and use appropriate
persanal pos eysions and clothing.

Thig STAND: RD is not met as evidenced by:
Based on ob: ervation and interview, the facility
failed fo ensu e the right of each client to retain
the use of ad :quate ciothing, for one of the three
clients (Clien #1) included in the sample.

The finding il cludes:

Observation f Client #1 on August 19, 2008, at
5:19 PM reve alad the client walking to the living
room. |t sho ild be noted that the client had just
arrived to the fzcility from her day program. She

W 130

W 137

The QﬁERf’_\avill retrain stoff to assist cligns to
chooss appropriate clothing.

/0/21/037
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that assures 1 full and complete accounting of
clients' persc 1al funds entrusted to the facility on
behalf of clie ts. '

This STAND. \RD is not met as evidenced by:
Based on int rview and the record review, the
facility failed o orovide evidence that assured a
system had t sen established that maintained a
complete act dLnting of each clients' personal

funds, for on : cf the three clients (Client #3)
included in tF 2 sample.

The finding ii cludes:

Interview witl the Qualified Mental Retardation
Professional QMRP) on August 19, 2008, at
11:36 AM re: ealed that Client #3 was not capable
of managing 1is: finances. Further interview with
the QMRP o August 21, 2008, at 1:59 PM
revealed the ‘acility was responsible for managing
the client's fi: ances in collaboration with. the
Department { Disability Services (DDS). The
QMRP additi »nally revealed the client received

amount of $° JC.00 monthly.

communily account.
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W 137 | Continued Fr . page 5 W 137
was observel wearing a pair of sheer pink pants
that exposed 1er undergarments.
interview war conducted with the direct care staff
on the aforer entioned date revealed the
overnight shi ; was responsible for assisting Client
#2 with selec ing her clothes. At the time of the
survey, the fz sility failed to ensure the client wore
adequate clo 1ing that did not expose the client's
undergarmer s.
W 140 | 483.420(b)(1 (i) CLIENT FINANCES W 140 o R .
The QMRL will maintain receipts and othe r proofs
The facility rr st establish and maintain & systemn that jusrify the client’s expenditures from | i /d/z//o il
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limited to, ser : s iliness, accident, death, abuse,
or unauthoriz d absence.

This STAND/ R is not met as evidenced by:
Based on int¢ "view and record review, the facility
failed to ensy e parents/guardians were notified
of serious in¢ demnts, one of the three clients
(Client #1) int lusded in the sample.

The finding ir chides:

Review of the fzcility's incident reports on August
19, 2008, bag inning at 9:50 AM revsaled the
following: :

On October * 5, 2008 a direct care staff
discovered a orJise on Client #1's lower lip.
According to he: report, the client was unable to
explain or tel w1at happened.

Interview witt the QMRP during the entrance
conference c 1 August 19, 2008, at 11:36 AM

filed appropriately.
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Continued int wiew with the QMRP and review of
the facility's fii anicial records on August 21, 2008,
at 4:05 PM re ealed $114.56 was withdrawn from
the client’s ac :ount on February 7, 2008, The
QNMRP was in erviewed regarding the
aforemention: d withdrawal and at the time of the
survey, failed o provide evidence that justified the
.| withdrawal/ex e aditura from Client #3's personal
account. . .
W 148 | 483.420(c)(6) COMMUNICATION WITH w148 }
CLIENTS, PA RENTS & The Director of Disability Services will rer iew
" incident policy implementation with the QARP and
The facility m 1si notify promptly the client's | homs staff o ensurc thet they provide apps apriate,
parents or gu irclian of any significant incidents, or j imely-notice of incidents o family memb: rs and /0;"?» | &
changes in th : ¢lient's condition including, but not athers, and thar investigations arc complet d and
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policies and ¢ ‘ocedures that prohibit
mistreatment neglect or abuse of the client.

This STAND/ RD is not met as evidenced by:
Based on inte view and record review, the facility
failed to imple mant policies that ensured the
client's healtt and safety, for one of the three
clients (Clien: #1) included in the sample.

The finding ir ludes:

The facility fa led to implement their Incident
Managemeni Policy (IMP) as evidenced below:

Interview witt i e facility's Qualified Mental
Retardation F refessional (QMRP) and review of
the facility's i cilents reports on August 19, 2008,
beginning at 1111 PM revealed an incident report
involving Clie 1t #1, Continued review of the
incident reve ted that on October 15, 2007, staff
reported obs ving a "bruise" on the client's lower

| lip. Additionz lly, another incident dated

Noverber 1!, 2007, revealed the staff
discovered a month later that the Client #1 had
another "swc len lip.” According to the review of
the incident ¢ atad November 15, 2007, the client
was taken to 2 local emergency room where she
was diagnos «d with "lip contusion with edema.”
Bath of the 2 orementioned incidents failed to
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W 148 | Continued Fr¢ n page 7 W 148
revealed Clier i#1 had a sister that was involved
inhercare. A the time of the survey, however,
the facility faik d to provide evidence that Client
#1's sister hac been notified of the
aforementiont d incident. _
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 149
CLIENTS
The facility m sl develop and implement written Sce response to W48, / q/zt/ of
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provide evide ica that they had been investigated. |

Interview witt the QVIRP on August 19, 2008, at
3:09 PM reve iled that the facility's Incident
Management protocol requires the staff to fax the
incident repo: s within twenty-four hours to their
Incident Man. gement Coordinator (IMC). Further
interview witr the QMRP reveaied If the incident
was regardec as a "serious reportable” ingident
the IMC wou! | caonduct an investigation.

Review of the fzcility's Incident Management
Policy and Pr »cedure on August 20, 2008,
revealed "all 1cidents will be investigated by
{Provider] wit iin 12 hours after the incident was
witnessed, di icovered or being informed that the
incident has « ccurred.”

Atthe time o the survey, the facility failed to
provide evide 1ce that injuries of unknown origin
was investigz tedl.

W 164 | 483.420(d)(3 STAFF TREATMENT OF W 154 o
CLIENTS Scc response to W 148, ‘ {rﬁ/ 2//0&7
The facility v 1st have evidence that all alleged
violations are thoroughly investigated.

This STAND. \RD is not met as evidenced by:
Based on int rview and record review, the facility
failed to enst re that all injuries of unknown origin
were thoroug 1y investigated, for one of the three
clients (Clien s #1 ) included in the sample,

The findingin :ltdes :

Interview witl the facility's Qualified Mental
Retardation | rcfessional (QMRP) and review of
the facility's i icidents reports on August 19, 2008,
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beginning at ¢ 50 AM revealed the following:

a. On Octobe - 15, 2007, staff reported observing
a "bruise” on Slent#1's] lower lip. Further
interview with the QVIRP on August 19, 2008,
revealed that ;h> was not certain if the incident
reported on C stober 15, 2008, had been
investigated.

b. On Noven ber 15, 2007, staff discovered
Client#1's "li was swollen." The client was
taken to a loc 11 amergency room where she was
diagnosed wi 1 “lip contusion with edema.”
According to he: QMRP the incident reported on
November 15 2008, had not been investigated,

At the time of the survey, the facility failed to
provide evide 1ce that the aforementioned
incidents hac been investigated.
483.420(d)(4 STAFF TREATMENT OF
CLIENTS

The results ¢ all investigations must be reported
to the admini trator or designated representative
or o other of icials in accordance with State law
within five we *king days of the incident.

This STAND \RD js not met as evidenced by:
Based on int Tview and record review, the facility
failed to enst re required investigations were
reviewed by 1€ administrator or designee within
five working lays, for ane of the six clients (Client

| ##6) that ret ided in the facility.

The finding i cludes:

Interview wit the Qualified Mental Retardation
Professional (CMRP) and review of the facility's

W 154

W 156

See rcsponse 1o W148.

1ol fod
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incidents repa ts and corresponding inveshgation
reports on Aug ust 19, 2008, at 1:01 PM revealed
the following:

On October 2 ., 2007, staff reported discovering
Client #5 with 1 bruise on her right shoulder and
chest. Accorc ing to the report, the client revealed
that she fell. leview of the comesponding
incident sumr aiy report investigation dated
October 25, 2 107, revealed the client indicated
she "fell out b ik with another staff." The staff
member refer ed to was the client's one fo one
support staff.

Continued rev ew of the incident summary report
investigation | avealed that staff were interviewed
and no staff ¢ »uld substatiate the client's claim of
falling or any :uch occurence that would have
caused the c! ari's injury, Further review of the
summary rep it documented that Client #5
revealed the . ause of the injury occurred from
allegedly beir § removed off of the van. It was
later determir a¢l, after Client #5 was seen by her
primary care Hhysician, that the injuries were
consistent wi 1 that of "rug bums." The final
results of the nvestigation reveaied that the
injuries were otentially caused by a mastabatory
incident.

Additional re\ iew of the incident summary report
investigation lated October 25, 2007 revealed the
report was ct malated by the Qualified Mental
Retardation | rafessional (QMRP).- Interview with
the QMRP o1 August 19, 2008 beginning at 3:09
PM revealed he administrator was responsible
for reviawing ncident investigations within five
days. Afthe tirne of the survey, the facility failed
to provide ev Jence that the results of the
aforementior d investigations were reviewed as
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RETARDATI( N PROFESSIONAL

Each clients clive treatment program must be
integrated, c¢ srdinated and monitored by a
qualified men al retardation professional.

This STAND; RD is not met as evidenced by:
Based on inte rv ew and record review, the facility
failed to ens. ‘e that each client's active treatiment
program was integrated, coordinated and
monitored by thi2 Qualified Mental Retardation
Professional QMVRP).

The findings 1clude:

1. The QMR * fgiled to ensure Client #3 received
a re~evaluatic n from the Speech Pathologist.

Obhservation f Client#3 on August 19, 2008 at-
2:53 PM reve sled the client plugging in his
communicati n device after returning home from
the day prog! ani. Interview with a staff member
at 4:00 PM re vealed that the client used the
communicati in device to indicate he wanted a
shave.

Review of Cl :nk #3's habilitation recerds on
August 20, 2 103, at 4:25 PM revealed the client
had an indivi |ual Support Plan (ISP) and
correspondir j Individual Program Plans (IPP)
dated April 2 ), 2008. Further review of Client
#3's IPP's re ealed the client had a program that
required him 0 use his communication device to
answer a sin pl: question. Interview with the
Quazlified Me itzil Retardation Professional
(QMRP) and aclditional review of Client #3's

CAREGO 10 WASHINGTON, DG 20011
UMMA Y STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIO! )
%z);& (EACSH DEF) IENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULE ’IIBAETE COM;:‘FEI‘ION
TAG REGULATOR ’ CR LSC IDENTIFYING INFORMATION) TAG CRQSS-REFERENGED TQ THE APPROP
DEFICIENCY)
W 156 | Continued Frc m page 11 W 156
required,
W 159 | 483.430(a) Q JALIFIED MENTAL W 159

1. The QMRP will ensure that the Speech | .anguage
Therapist evaluates the clignt’s training ne :ds on
the communication device, and provides
recommendations, instruction, aud technic o
assistance as required in order to impleme! @ such

training. / "/ 2/, /65/
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Continued Frc n page 12

record (QMRF Nlonthly Notes) on August 20,
2008 at 5:20 F M revealed the client had achieved
the aforement oried program in May 2008.

Review of the June 2008 QMRP monthly note on
August 20, 2C )8 revezled documentzation that
indicated that Zlent #3's usage of the
communicatic 1 device was to be re-evaluated by
the Speech P itr ologist to "determine the best
training techn jue” for him. Continued interview
was conducte 1 with the QMRP to ascertain if the
re-evaluation 1ad been conducted. At the time of
the survey, th : facility failed to provide evidence
that the Spee 'h re-evaluation had been’
conducted, N should be additionally noted that
the facility fail :d to provide evidence of any
comprehensi e Speech evaluation/assessment
for Client #3.

2. The QMR ! failed to ensure each client
received coni nuous active treatment services.,
(See W249)

3. The QMRF failed to ensure that data was
collected in fl e form and frequency required.
(See W252)

4. The QMR ? failed to ensure an exercise video
was secured ‘or Client #1.

Qbservation n Client#1 on August 19, 2008, at
4:49 PM reve aled the client on the floor in the
living room p «forming floor exercises with staff -
(stretches ar 1 sit-ups). The client was observed
to perform th : exercises independently with
verbal promg s from the staff.

Review of Cl 2nt #1's habllitation records on
August 21, 2 )03, at 1:39 PM revealed the client

W 159

2. See response to W249.

3. Sccresponse o W252.

client,

4. The QMRP will obtain the cxercise vidt o for the

/s/ 1;/6 e

/6/3//67

/0/2// 6§
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had an Indivic uzl Support Plan (1ISP) and
correspondin ; Individual Program Plans (IPP)
dated April 2! , £008. Further review of Client
#1's IPP's rey 2zled the client had a program that
required her 1 ) use an exercise video {0
participate in :xercises, Review of Client #1's
available QM F manthly notes for April 2008 to
June 2008 or August 21, 2008, at 3:04 PM
documented heit video had not been secured.
‘The QMRP v 1= interviewed on August 21, 2008,
at 3:09 PM tc ascertain if the ciient had the
specified vide 5. The QMRP revealed the video
had not been otitained, At the time of the survey,
the facility fai 2¢ to Client #1 was provided with
the necessar * video to complete her
aforementior. 3d exercise program.

483.440(d)(1 PROGRAM IMPLEMENTATION

As soon as tl e interdisciplinary team has
formulated a :lient's individual program plan,
each client r st receive a.continuous active
treatment prc 3ram consisting of needed
interventions ard services in sufficient number
and frequenc / t» support the achievemment of the
objectives id ntified in the individua! program
plan.

This STAND. \RD is not met as evidenced by:
Based on int rview and record review, the facility
failed to enst re each client received continuous
active treatrm :nt services, including needed
interventions for one of the three clients (Client
#2) included n “he sample.

The findings nclude:

Review of Cl ant #2's habilitation record on

W 159

W 249

Henceforth the QMRP will ensure that &s £ yon as

the IDT accepts recommendations for a¢tiy &
trearment, programming will be formulate: and
implemented.

/0/;//43'
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1 Continued re ‘iew of the record revealed the

August 21, 2t D€, at 12:05 PM revealed an
Individual Sut port Plan (ISP) dated August 15,
2008. Furth r review of the client's record
revealed that at the time of the ISP meeting, the
interdisciplinz 'y team recommended a program
objective for ' 1e client to independently geta cup
of water to ta ‘& her medication on 75% of trials
per month fo: three months.

Another prog ram objective recommended was
that Client #2 would prepare her lunch with verbal
prompts on & | sessions per month for three
monthsg, fives tirnas a week.

Speech Ther 1p st assessed Client #2 on June 25,
2008, and re: ornmended that the client be
encouraged 1 » use signing in as many -
communicati in situations as possible.
Additionally, 1 Speech Therapist also made a
recommendz ion for the client to be encouraged
{o use audita y as well as sign language when
engaging hei in ADL activities. Client #2 was also
assessed by he Physical Therapist on August 7,
2008. The P 1ysical Therapist recommended that
the client be erigaged in physical activity, ball
play, dancing znd walking at a faster pace to
increase her :nergy expenditure "

Review of C! ant #2's program record revealed
that the afore mantioned recommendations had
not been imf emented.

Interview witl the Qualifiad Mental Retardation
Professional QMRP) was conducted on August
21,2008, at :£9 PM. The QMRP verified that
the pragram >bjectives had not been
implementec but that they would be implemented
on the day o the survey (August 21, 2008),

Atthe time o the survey, the facility failed to
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ensure Clienl #2's new program objectives ware
impiemented imely as required. .
W 252 | 483.440(e)(1 PROGRAM DOCUMENTATION W 252

Data relative o accomplishment of the criteria
specified in ¢ ent individual program plan
objectives mi st be documented in measurable
terms.

This STAND; RD is not met as evidenced by:
Based on ob: ervation, interview and record
review, the fz slity failed to ensure data relative to
the accompli: hrnent of the criteria specified in
each client's 7cividual Program Plan (IPP)
objective wa: documented in measurable terms,
for one of the three clients (Client #3) included in
the sample, :

The findings nclude:

1. Observati n of Client #3 on August 19, 2008 1. Tl?c QMRP will ensurv that data collc:::t on is
at 2:53 PM re /ealed the client plugging in his momtorclzd at least weekly, and will retrain staff on . /f
communicati n devica after returning home from the requircment to collect data. 16/2/fof
the day progr ami. Interview with a staff member
at 4:00 PM re¢ vealed that the client used the
communicati n device to indicate he wanted a
shave.

Review of Cli :nt #3's habilitation records on
August 20, 2¢ 08, at 4:25 PM revealed the client
had an Indivi ual Support Plan (FISP) and
correspondin j Individual Program Plans (IPP)
dated April 2: | 22008. Further review of Client
#3's IPP's rer eziled the client had a program that
reguired him o shave his face three times per
week with ve bzl prompts. Review of the
correspondin | ciata collection record on August

FORM CMS-2567(02-99) Previous /ersions Obsoleta Event ID:VRINT1 Facllity ID: 09G167 If continuat 'on sheet Page 16 of 21
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20, 2008 how wver, failed to provide evidence that
data was beir j collected on the aforementioned
program.

Interview with the Qualified Mental Retardation
Professional « AVIRP) and additional review of
Client #3's re: ord (QMRP Monthly Notes date
July 10, 2008 on August 20, 2008 at 5:20 PM

| revealed that here was no data for the shaving
program for { e months of May 2008 and June
2008. The Q AFRP was further queried to
ascertain if th 2 program was being implemented
and she indic ited that the program was being
conducted. £ ttie time of the survey, however,
there was no locumented evidence that the
program was being conducted and data was
being collects d.

2. Observati non August 19, 2008, at 5:13 PM 2. Soo response o W249 end W252 £1. i) /6 ¥

revealed the lirect care staff assisting Client #2
in the kitcher The staff verbally prompted the
client to selel t one of the cups from the
countertop. ~ he client was observed to select
and pick up ¢ ne: of the cups independently. Client
#2 was obse ved to turn on the water
independent! ' nd filled her cup. The client was
abserved fo | our the water in the sink. The staff
would encou acie the client to hold the cup of
water, but sh : would continuously fill the cup with
water and pc Ir it out in the sink. The client
refused to he d the cup of water until it was time
for her to rec :ive her medication.

Review of Cl ant #2's habilitation record on
August 21, 2103, at 12:05 PM revealed an
Individual Su sport Plan (1ISP) dated August 15,
2008. Furth :r review of the client's record
revealed tha ai the time of the ISP meeting, the
interdisciplin ry team recommended a program
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objective for he: client to independently get a cup
of water to te e her medication on 75% of trials
per month fo three months.

Another prog ‘ain objective recommended was
that Client #2 would prepare her lunch with verbal
prompts on z | siessions per month for three
months, five: tinmes a week.

Continued re riew of the record revealed the
Speech Ther ipist assessed Client #2 on June 25,
2008, and re :oimmended that the client be
encouraged > use signing in as many
communicati in situations as possible.
Additionally, 1€ Speech Therapist also made a
recommendz icn for the client to be encouraged
to use auditc y as well as sign language when
engaging her in ADL activities. Client #2 was also
assessed by he Physical Therapist on August 7,
2008. The P ysical Therapist recommended that
the clientbe erigaged in physical activity, ball
play, dancing and walking at a faster pace to
increase her :nergy expenditure.”

Interview witl the Qualified Mental Retardation
Professional QMRP) was conducted on August
21,2008, at :59 PM. The QMRP verified that
the program )b ectives had not been
implemented but that they would be implemented
on the day of the survey (August 21, 2008).

| Atthe time o tre survey, there was no
documented avidence that the program was
being condut ted and data was being collected.
W 263 | 483.440(f)(3, ii) PROGRAM MONITORING & W 263
CHANGE Sce responsc 1o W12, Y / g
The commith e should insure that these programs '
are conducte | only with the written informad
consent of th : client, parents (if the client is a
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minor) or leg Il guardian.

This STAND. \RD is not met as evidenced by:
Based on ob etvation, interview and record
review, the f: :ility's Human Rights Committee
(HRC) failed o =nsure written informed consent
had been ob zined from the client and/or their
legal guardiz 1 for the use of behavior support
plans, foron of the three clients (Client #2)
included in tt = sample.

The finding il chudes:

Observation f the evening medication
administratio 1 an August 19, 2008, at 5:09 PM
revealed Clie 1t #2 received medication including
Benztropine mg. Interview with the medication
nurse during he medication administration
revealed the iforementioned medications were
used to addr ss the client's behaviors. There
was no evide 1¢2 that written informed consents
were obtaine | tp use the above hehavior
medication a i part of a behavior management
program. '
483.470(i)(1) EVACUATION DRILLS

The facility i st hold evacuation drills at least
quarterly for :ach shift of personnel.

This STAND. \RD is not met as evidenced by:
Based on int rview and record review, the facility
failed to ensi re evacuation drills were held
quarterly on : Il shifts.

The finding il cludes:

Interview witl thie Qualified Mental Retardation

W 263

W 440

The QMRP will ensurc that evacuation dri 1s are
leld for cuch shift at lcast quarterly.

Jo]1 o¥
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Professional QMRP) on August 19, 2008 at 2:45
PM revealed the direct care staff were assigned
the following shifts of duty:

Weekdays a 1d Weekends
7:00 AM - 3.1 0 PM

3:00 PM - 11 00} PM

11:00 PM - 7 00 AM

Review of th : evacuation drill records on August
19, 2008 at 7 ;47 PM revealed the last evacuation
drill for the r ar1ing shift (7:00 AM - 3:00 PM) was
held on Aug: st 17, 2007 at 7:30 AM. Continued
review of the evacuation drill records revealed the
tast evacuati n drill for the evening shift (3:00 PM
= 11:00 PM) /as held on February 19, 2008 at
6:00 PM. Fu ther interview was conducted with
the QMRP t at verified the aforementioned
information ¢ 1c revealed that there ware no other
evacuation d ill records. At the time of the
survey, the f: cilty failed fo provide evidence that
evacuation d ills were conducted quarterly for
each shift of rarsonnel, '

W 448 | 483.470(i)(2 iv) EVACUATION DRILLS W 448 o
The QMRP will review and sign drill reco rds per
The facility n ust investigate all problems with policy, and whon a Residential Dirootor is hired for
evacuation d 1tls, including accidents. (he facility, thc QMRP will ensurc thal shi/he is

traincd 1o manage the cvacuation drill, ani. review
the drill records. The QMRP will ensure -hat
incidents, accidents, or needed repaits arit ¢ during /Z i / 0{
the evacuation drills, they are investigatec and I
addressed.

This STAND \RD is not met as evidenced by:
Based on int :niew and record review, the facility
failed providi evidence that ensured problems
with evacuat »n drills were investigated and
addressed.

The finding i cludes:

Review of th- evacuation drill records on August
19, 2008 atz 47 PM revealed the design of the
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- evacuation d ills (frorn August 2007 through

evacuation d ill records included a place for the
signature of - 1€ person that completed the drilt
and required thi signature of the person that
reviewed the drill record. Continued review of the

August 2008 fziled to provide evidence that the
drills records wizre reviewed. The Qualified
Mental Retar {ation Professional (QMRP) was
interviewed ¢ 1 August 19, 2008 to ascertain
information r \garding the person responsible for
reviewing the ¢vacuation drill records. The
QMRP revez ad that it was the role of the House
Manager (H} ) "o review the records, but since
the facility cu rently had no HM, the QMRP would
be the respo. sible person. It should be noted
that there wz 5 nio evidence the evacuation drill
records wers reviewed for August 2007 through
August 2008

Further revie v of the records revealed an
evacuation d il dated November 19, 2007.
According to he drill record, the staff documented
that one of tt 2 lights was inopérable. Interview
was conduct «d with the QMRP to ascertain if the
light was rep iired. The QMRP revealed that
based on wh 1t ‘was documented on the diill
record, she v as unaware of what light was in
need or repa r. When further queriad to ascertain
if the probler had been investigated the QMRP
failed to be z ie: to provide information and/or
evidence tha the issue had been addressed. At
the time of t 2 survey, the facility failed to provide
evidence tha problems associated with
evacuation d s were addressed.
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A relicensure survey was conducted from August .
19, 2008, thr ugh August 21, 2008. A random \ ‘ ,

sample of th :e residents was selected from a Q(),CG/W UJ/ Cl aq 9 <Z
residential p¢ sulation of four females and two . GOVERNMENT OF THE DISTRICT OF COLUMBIA
males with m =ntal retardation and other DEPARTMENT OF HEALTH
' disabilities. ~ he survey findings were based on HEALTH REGULATION ADMINISTRATION
observations n the group home and at three day 825 NORTH CAPITOL ST., N.E., 2ND FLODR

programs, i arviews, and a review of records, _ WASHINGTON, D.C. 20002
including unu sual incident reports.

1090| 3504,1 HOU: \EKEEPING “ | 1090

The interior ¢ 1d exterior of each GHMRP shait be
maintained ir a safe, clean, orderly, attractive,
.and sanitary nznner and be free of

accumulatior s of dirt, rubbish, and objectionable
odors,

This Statute s not met as evidenced by:

Based on ob ervation and interview, the GHMRP
failed to mair ta'n the the facility in a clean,
orderly, and : ttractive manner.

The findings nclude;

On August 2 |, 2008, interview with the Qualified
Mental Retar lalion Professional and observation
of the the enr ironment beginning at 4:18 PM
revealed the ollowing:

1. The pi¢nic tzble located in the hackyard was 1. The QMRP will have the picmic table 1@ yaired or

observed to | ave a broken plank on the top of the removed. The QMRP will have the micro vave / °/ 2/ /(95/
table. The tz Jle also had an inoperable oven removed.
microwave o et resting on top of it.

2. There we 2 three garbage cans observed at ‘ . .
T T d 2. The OQMRP will ensure that trashcans a ¢ in
the top of the slairs in the backyard that were not = : C e /F/ 71 / 6y
: 1 with appropm ite lids.
covered. On : can was observed to have a large good repair, and aro covered With appropr ¢ &

Health Regulation Administratl )/n
Gt QM <G Lo dn - , TTLE {X6) DATE

LABORATORY DIRECTOR'S OF PFOVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 1—37/@74}_ = gﬁy AR IR oy fos
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hole located : t the top of the can.

3. There was a brick protruding from above the
axterior rear it doorway.

4. There wer 3 one inoperable television on the
floor in the b: sement in the activity room.

| 189| 3508.7 ADMI JI:3TRATIVE SUPPCRT

Each GHMR: ' shall maintain records of residents
* funds recei ed and disbursed,

This Statute s not met as evidenced by:

Based on inti rview and the record review, the
facility failed > provide evidence that assured a
system had t zen established that maintained a
complete acc >unting of each resident's personal
funds, for onc of the three residents (Resident
#3) included 1the sample. :

The finding It cliides:

Interview witl the Qualified Mental Retardation
Professional QMRP) on"August 19, 2008, at
11:36 AM re\ agled that Resident #3 was not
capable of m inaging his finances. Further
interview witl the QMRP on August 21, 2008, at
1:58 PM rev: alid the facility was responsible for
managing thr resident's finanees in collaboration
with the Dep: riment of Disability Services (DDS),
The QMRP z iditionally revealed the client
received Sup lemental Security Income (SSI) in
the amount ¢ ' §100.00 monthly.

Continued in arview with the QMRP and review of
the facility's f 1z2ncial records on August 21, 2008,
at 4:05 PM r¢ vealed $114.56 was withdrawn from
the resident’s account on February 7, 2008. The
QMRP was i terviewed regarding the

or properly set in place.

1189

3. The QMRP will ensure that the brick is -emoved 19/2-/} ¢ Y

4. The inoperable TV will be repaited or d sposed. |/ cj 2/ / 0¥

See response w federal deficiency W126. / b/ Y / 11
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Each GHMR ? shall provide habilitation, training
and assistan e fo residents in accordance with
the resident ' s Individual Habilitation Plan.

This Statute is not met as evidenced by:

Based onint rview and record review, the
GHMRP faile 1 1o ensure habilitation, training and
assistance w 1s provided to its residents in
accordance 7th their Individual Habilitation
Plan(s), for ¢ 1e of the three Residents (Resident
#2) included n the sample.

The finding il ¢l.des:

Review of Re sident #2's habilitation record on
August 21, 2103, at 12:05 PM revealed an
Individual Su port Plan (ISP) dated August 15,
2008. Furth i review of the Resident's record
revealed tha: at the time of the ISP meeting, the
interdisciplin: ry team recommended a program
objective for he: resident to independently get a.
cup of water o fake her medication on 75% of
trials per mo th for three months. Another
program obje ctive recommended was that
Resident#2 vould prepare her lunch with verbal
prompts on ¢ | sessions per month for three
months, five: times a week.

Continued re riew of the record revealed the
Speech Thet 1pist assessed Resident #2 on June
25, 2008, an rzcommended that the Resident be
encouraged ' 1 use signing in as many
communicati »m situations as possible.

See response to federal deficiency W252

WASHINGTON, DC 20011
(X4) ID SUMM. RY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTICN =)
PREFIX (EACH DEF ClIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUL D BE COMPLETE
TAG REGULATO Y DR LSC IDENTIFYING INFORMATION) TAG OROSSoREFERENgElEé I-_rc_o THE APPROI'RIATE DATE
‘ D NCY)
1 189 | Gontinued Fi smi page 2 1 189
aforementior ¢ withdrawal and at the time of the
survey, failec tc provide evidence that justified
the withdraw W/expenditure from Resident #3's
personal acc sunt,
1422 3521.3 HAB! ITATION AND TRAINING 1422
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Additionally, he: Speech Therapist also made a
recommendk ticn for the resident to be
encouraged 2 Jse auditory as well as sign
language wh n engaging her in ADL activities.
Resident #2 vzs also assessed by the Physical
' Therapist on August 7, 2008. The Physical
Therapist rer ornmended that the Resident be
"engaged in hysical activity, ball play, dancing,
and walking it :1 faster pace fo increase her
energy expe diture."

Review of R« sident #2's program record revealed
that the aforc mentioned recommendations had
not been imp emented.

Interview wit  the Qualified Mental Retardation
Professional [C:MRP) was conducted on August
21,2008, at :£9 PM. The QMRP verified that
the program »bjectives had not been
implementec Etut that they would be

implementec on the day of the survey (August 21,
2008).

Atthe time ¢ the survey, the GHMRP failed to
ensure Resit ent #2's new program objectives
wera implerr anted timely as required.

1422
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This licensurc survey was conducted from- (;L Q { 29G(0F
September 3 2008 through September 4, 2008. guw/ J [OF COLUMBIA
Four male clic nts with varying degrees of GOVERNMENT OF THE DISTI‘-\ICTLTH
disabiliies re ide in this facility. Two of the four ALTEEEQ%{%‘%NOKE;{NE{:NSTR ATIO
clients were r indomly selected for the sample. HE !
' d g 825 NORTH CAPITOL ST, N.E., ZNE FLOOR
The findings f{he survey were based on WASHINGTON, D.C. 2000
observations at the group home and two day
programs, inl :rviews with management and
direct care st #f in the residence and the review
of the admini trative records including the
facility's incid n: management system.
R 125 4701.5 BACF GIROUND CHECK REQUIREMENT | R125 . e — . R
y The Director of Human Resources will en wte that
The criminal rackground check shall disclose the crimingl background checks are completal per : ,0/1_ ) ),5;/

criminal hisic y of the prospective employee or : regulations.
contract wort 3r for the previous seven (7) vears,
in all jurisdict sns within which the prospective

"| employee or :ontract worker has worked or
resided withit the seven (7) years prior to the
check.

This Statute s not met as evidenced by:

Based on the review of records, the GHMRP
failed to ensu “e criminal background checks
disclosed the criminal history of any prospective
employee or :o4tract worker for the previous
seven (7) ye: rs, in all Jurisdictions within which
the prospecti 'e employee or contract worker has
worked or re. ided within the seven (7) years prior
to the check

The findings nclude:

Review of tht personnel records on 9/5/08 at
$:30 PM reve aled that the GHMRP failed to
provide evide nce that ensured criminal
background « hexcks were on file for one direct

Health Redulation Administral on
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care staff (#1 and the Qualified Mental
Retardation F rofessicnal.
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